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0000 - Initial Comments

An unannounced abbreviated biennial survey with limited nursing services was conducted at Brookdale
Assisted Living Facility (license #3354) from 10/3/17 to 10/4/17. A complaint survey for allegations

contained within CCR#2017011098 and CCR#2017010567 was conducted in conjunction. No deficient
practice was identified at the time of the survey.
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